
��������	
�������
�
����

����	����

��
���������
��������

��������	
�����
����������������

Support for Analysis and Research in Africa (SARA) Project

The Academy for Educational Development

USAID, Bureau for Africa, Office of Sustainable Development



Improving Community Case Management
of Childhood Malaria:

How Behavioral Research Can Help

October 1999

Carol Baume, PhD

Senior Research and Evaluation Officer
Academy for Educational Development (AED)
Washington, DC

S. Patrick Kachur, MD, MPH

Malaria Epidemiologist
Centers for Disease Control and Prevention (CDC)

Atlanta, GA

The United States Agency for International Development (USAID) provided funding to the SARA Project at
AED to sponsor this work.

Produced by the Support for Analysis and Research in Africa (SARA) Project



1

Effective policies and programs for malaria treat-
ment are based on good science – good biomedical
science and good social science.

Consider the following findings from studies of
health seeking behavior:

6 A great deal of treatment takes place in the

community and home. Home care takes place
before, during, and after treatment from a
formal provider; in many cases, home treat-
ment is the only treatment.

6 A host of non-medical factors influence whether
and when formal health services are used.

6 When care is sought at a health facility, non-

medical factors also play a significant role in
compliance with treatment recommendations,
patient perceptions of quality of care, and
satisfaction with services.

6 Drug policies are likely to be more successful if

they take into account that acceptance of
medications and compliance with regimens are
influenced by the physical characteristics of the
medication as well as caregivers’ expectations
about how the drug should act on the patient.

Improving Community Case
Management of Childhood Malaria:

How Behavioral Research Can Help

Malaria is a leading cause of death in Africa.  Chil-
dren under five are most vulnerable; at that age,
uncomplicated malaria can progress to severe or fatal
illness in as little as two days.  Simple and effective
treatments for malaria exist, but large numbers of
children continue to die from the illness.  A key ma-
laria control strategy, therefore, is to promote prompt
and appropriate treatment when illness occurs.  Cul-
ture and behavior are important considerations for
all types of malaria control strategies, but are of para-
mount importance in efforts to improve commu-
nity case management of malaria.  Understanding
what families do in the face of childhood febrile ill-
ness in malaria-endemic areas is critical to improv-
ing treatment practices.

Although recognition of the role of social science
in malaria control efforts is growing, many of those
who develop policies and interventions are trained
in the biological sciences and have little experience
with research designs and methodologies that are
especially useful to address behavioral and commu-
nity issues.  Even those who acknowledge the im-
portance of social science research may be unsure
of its specific uses — the types of decisions for which
social science input is useful and the specific ques-
tions it may be expected to answer.  They may also
be unsure as to what is required to implement this
type of research in terms of expertise, time, and
money.
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This Guide is for those who make policy and pro-
gram decisions to improve management of malaria,
particularly among children under five.  It answers
the questions:

(1) How can behavioral research help me? ...by
showing in concrete terms how behavioral research
can be used to inform several key policy and pro-
gram concerns related to treatment for young chil-
dren:

6 Developing policies for home management

6 Communicating with the community

6 Improving patient-provider interactions

6 Setting and implementing drug policy

(2) What does it take to do it? ...by providing prac-
tical information to enable policy makers to incor-
porate behavioral research into their overall plan-
ning process.

How is this kind of research done?  A number of
research protocols are available for looking at social
aspects of malaria management, each with a par-
ticular emphasis and somewhat different set of meth-
odologies.  A companion volume to this document,
Community Case Management of Childhood Malaria:
Research Protocol and Field Guide, provides research-
ers with a set of instruments based on the care-seek-
ing framework described below.  A summary of the
instruments in that protocol is found at the end of
this document.

A note about terms...
Care-seeking, treatment-seeking and community
case management are used interchangeably.  They
refer to all treatment actions undertaken in re-
sponse to illness.  It includes home treatment
behaviors as well as consultation with any health
providers, whether traditional or modern.

Home care encompasses all treatments the fam-
ily decides to give, in contrast to treatments
given on the recommendation of a formal pro-
vider.  Home care includes palliative measures
such as tepid sponging, traditional remedies such
as herbs, and pharmaceuticals on supply in the
home or obtained from community sources, in-
cluding pharmacies when drugs are provided
without a prescription.
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First, what kind of research is required?
The research described here is formative research –
research whose purpose is to guide or “form” pro-
grams and policies.  Therefore, this research is usu-
ally conducted prior to planning interventions or
making policy decisions.  Formative research can,
however, be conducted at any point when informa-
tion is needed.  For example, it can be used to moni-
tor acceptance of a new drug policy or to get an
early indication of whether messages are reaching
the community as planned.  The focus is on practi-
cal research that will answer programmatic ques-
tions.  It is meant to provide timely information at a
level of precision suited to its fundamental purpose:
providing the information necessary to tailor inter-
ventions to the local setting.

This kind of research aims to understand behav-
ior, since its primary objective is to guide the design
of programs to induce healthful behavior change.
Changing behavior requires more than giving people
information.  Behavioral research can help decision
makers address factors that affect care-seeking pat-
terns — both “internal” factors such as perceived
risk or perceived norms, and “external” factors such
as cost or access to services or health products.

Formative research also provides information on
communication topics that intervention planners
need in order to work effectively with communities.
For example, it is important to know who families
consider a reliable source of information about treat-
ing febrile illness; who enters into the treatment de-
cision process, and who influences those persons;
what local values and views can be used as motiva-
tions for more healthful practices; and what the best
way to formulate messages is.

How can behavioral research help me?

What should this research not be expected

to do?
It is also important to understand what this type of
research does not do.  It is not meant to produce
precise population statistics for the variables under
study.  Generally, rather small sample sizes are used
so that topics can be investigated in depth. Percent-
ages may be calculated, but the purpose for doing
so is principally to indicate trends, rankings, and or-
ders of magnitude.  The level of precision is suited to
the types of questions the research is meant to an-
swer.  For example, in terms of implications for pro-
grams, it does not matter whether the percentage of
mothers giving incorrect doses is actually 71 per-
cent or 79 percent; percentages in this range indi-
cate a severe problem that will need to be addressed
by the intervention.

Types of social science research
useful to policy and program staff

A number of different terms are used to describe this kind
of research.  There is considerable overlap among them,
and to some extent the terms are interchangeable.

Formative research is the broadest term.  It refers to re-
search undertaken to plan a new intervention or to im-
prove an ongoing one.  This research also includes infor-
mation about communication aspects of intervention plan-
ning, such as best channels to use to reach the community.
The methods used can be quantitative or qualitative or a
combination of both.

Ethnomedical or ethnographic research generally focuses on
cultural aspects of a topic, and tends to rely on traditional,
usually qualitative, anthropological methods.  Sometimes
this research looks at only one or two issues, but in great
depth.

Behavioral research seeks to understand human behavior
by using behavioral theory which identifies factors associ-
ated with behavior change to investigate in the research.
It is also used to specify the behaviors that an interven-
tion should address.   Behavioral research can be qualita-
tive and/or quantitative.
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Optimal case management involves a series of steps.
Formative research can look at five basics steps in the case
management process to identify weak points and show
where interventions should target their efforts.  The five-
step community case management model is as follows:

Step 1: Recognition of illness symptoms
In order families to treat illness in a timely manner, they
must be able to recognize symptoms when they occur.
Symptoms must not only be recognized; they must be per-
ceived as indicative of illness and needing treatment.
Ethnomedical approaches provide information about aware-
ness and recognition of symptoms, perceived severity, lo-
cal terms used to identify illnesses and symptoms, and lo-
cal classifications of illness.

Step 2:  Appropriate home management, and monitoring for
signs to consult a formal provider
After families recognize illness symptoms, they need to take
suitable action.  Not all cases of fever persist or become
serious, and mild, short-lived cases can be treated at home.
But it is important that families monitor for signs that the
child needs to be seen by a clinician.  Formative research
can explain what kinds of things are done as a first response
to fever, including administration of anti-malarials available
in the home or from community sources.  It can also ex-
plore how soon after noticing fever treatment is given, who
makes the treatment decisions, and how and when fami-
lies make the decision to seek outside help.

Step 3:  Treatment at a health facility
The health facility step involves issues of access and quality
of care.

Access: Sometimes a mother decides that the child should
be taken to a health facility, but she finds barriers to acting
on her decision.  Barriers to access can come in many forms,
such as cost of fees, medications, and transport; distance
to the facility; lack of transport; limited service hours (facil-
ity closed evenings and weekends); need for childcare for
children left at home; or need to obtain permission before
leaving home.  Once barriers are identified, interventions
can be designed to overcome them.

What information does behavioral research cover?

Interpretation of symptoms
influences treatment-seeking
behavior and has implications
for interventions

Fever:  Mothers may classify fevers in many dif-
ferent ways, and make different treatment deci-
sions depending on the classification.  Early for-
mative research in Malawi1 found that families
say they would seek modern treatments only
when they perceived the fever to be due to spe-
cific causes.  Thus, messages to the community
should encourage mothers to obtain modern care
for all severe or persistent cases of fever.

Convulsions:  Convulsions are easily recognized,
but are interpreted differently in different cultural
settings.  Some studies report that people at-
tribute convulsions to supernatural forces and
believe modern treatments to be ineffective in
curing them.  In these circumstances, families are
likely to seek traditional treatments.  In other
places, families do associate convulsions with high
fever and malaria, and seek modern treatment,
although witchcraft may also be suspected and
traditional treatments pursued simultaneously.
Where convulsing children are given traditional
treatments, communication strategies need to link
convulsions with malaria and urge immediate
treatment by a modern health practitioner.

Enlarged spleen:  Classification of other symp-
toms as something other than malaria also leads
to distinct treatment patterns.  In Bungoma Dis-
trict, Kenya, the enlarged spleen resulting from
repeated malaria episodes is often perceived as a
separate illness condition, lini, that requires herbal
rather than modern treatments.2  As with con-
vulsions, a link of lini with malaria and modern
treatment needs to be firmly established.

Anemia:  Although caregivers in some areas are
aware of anemia and consider it a serious condi-
tion, it is seldom recognized until it becomes se-
vere, and even then may go unnoticed.  Even health
providers have a difficult time detecting anemia
on the basis of external signs.  Where awareness
of anemia is high, program planners can use pre-
vention of anemia as a motivation for treatment,
but cannot rely on recognition of anemia as a
cue to seek care.
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Quality of care:  Optimal case management requires
good care from health facilities.  Although commu-
nity-oriented research does not assess the techni-
cal skills of providers, it should, however, look at
community perceptions of care as well as aspects
of actual care that affect a caregiver’s treatment be-
haviors.

Step 4:  Compliance and monitoring for treatment fail-
ure
A caregiver’s willingness and ability to comply with
provider recommendations involves both human
factors and external factors.  It is important to de-
termine whether the caregiver understands the treat-
ment recommendations and if she believes they
may help the child.  Where multi-dose drugs are
prescribed, caregivers must understand the admin-
istration regime as well as the importance of com-
pleting the full course of medication.  With resis-
tance growing to many types of anti-malarials, it is
important to find out whether mothers recognize
symptoms of treatment failure and how they de-
fine therapy success or failure.  External barriers to
compliance such as cost or availability of recom-
mended medications or foods are also important
topics for formative research to explore.

Compliance with drug regimens is
influenced by many local factors4

[...] we are told to complete the dosage course for all medica-
tion and I do that.  So I am never left with any medication at
home.  Besides, the health center is very near.

Sometimes the children refuse to take CQ.  It is bitter and they
vomit and it is also often itchy.  But many of us force them.

...sometimes just after administering two times you find the
child recovers, starts playing.  So you stop and keep the medi-
cine, in case the child falls ill again.

Access and quality of care affect
decisions whether to take a child to
a health facility3

I didn’t go to the clinic because most of the time they say they
have no drugs.  When they have, they usually only give ½ a
tablet and you just take it at the clinic.  They never give you
something to carry home.  So they don’t give enough.  And
those people at the clinic never really examine our children.
They just write what we tell them.  If you ask questions, they
just shout at you...

I hate standing on long queues for hours.  You arrive as soon as
they open the clinic, but you can still be there even after lunch.
I thought of trying  treatments at home since I had an idea
what was wrong with her.

I have got no money... I don’t really like going to the clinic
because the nurses there always scold us over very little things.
They do not attend to our children when we don’t have money
and they send us away.

After traveling for so long to the clinic, it is very discouraging
when they tell you there is no medicine.

A special kind of compliance issue relates to re-
ferrals.  Children who are referred to another health
facility represent the most severe or problematic
cases, yet many are not taken to the recommended
institution.  Behavioral research can identify both
perceptual and physical obstacles to caregivers act-
ing on referrals.

Step 5:  Return visit to health facility for treatment
failure
What happens when a caregiver perceives that a
child is not responding to treatment?  Formative re-
search can explain how decisions are made as to
whether the child is taken back to the same health
facility or a different one, or whether traditional
sources of care are sought, or home remedies pur-
sued.  Planners will want to understand individual
factors such as caregivers’ expectations for recov-
ery, external barriers such as cost or transport, and
health facility factors such as provider decisions
about using second-line drugs — all factors that en-
courage or discourage return visits when the child
fails to recover.

*****
The steps in the care-seeking model show that

there are many points at which breakdowns in the
process can occur, and thus, many potential points
of intervention.  Actual practices rarely conform to
the optimal model. By looking at these deviations
from the model, formative research can direct in-
tervention efforts to key problems and avoid wast-
ing resources on less important ones.
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Why do malaria control policy makers need be-
havioral science?  This section gives four examples of
the kinds of issues that behavioral research can ad-
dress and their implications for policies or interven-
tions in four key areas:

Example 1: v SETTING AND IMPLEMENTING
DRUG POLICY

Example 2: v DEVELOPING POLICIES FOR
HOME MALARIA MANAGEMENT

Example 3: v IMPROVING PATIENT-PROVIDER
INTERACTIONS

Example 4: v COMMUNICATING WITH THE
COMMUNITY

Example 1: v SETTING & IMPLEMENTING
DRUG POLICY

Sound antimalarial drug policies are critical for
providing consistent, effective case management both
within and outside the context of formal health facili-
ties.  The World Health Organization Regional Office
for Africa (WHO/AFRO) is developing a framework to
help malaria control program managers establish and
implement more effective antimalarial drug policies.
A number of important considerations for these poli-
cies have already been identified1 and include the in
vivo efficacy of current and alternative regimens, the
availability and costs of these drugs, and a broad range
of issues related to the perceptions and behaviors of
providers and the community.  It is in addressing these
latter issues that formative research can inform the

Getting down to specifics:
For what kinds of decisions can behavioral science help
malaria control officials?

establishment and implementation of an antimalarial
drug policy.  Formative research can answer questions
such as:

6 What do health care workers, drug vendors,

patients, and caregivers believe about the effec-
tiveness of recommended and alternative drugs
mentioned in the policy?

6 What do caregivers and providers expect from
recommended treatments?

6 Do caregivers and providers recognize treatment

failures?  How do they interpret them?

6 How will caregivers and providers respond to a

policy change that replaces a long-familiar drug
like chloroquine with a less familiar treatment?
What information is important for families to
know about the new drug to increase its accept-
ability and correct use?

6 What are the best ways to promote and imple-

ment an antimalarial drug policy?

Local perceptions of drugs influence
treatment and show where public
education is needed 2

Q:  Why did you give chloroquine this time?
A:  Fansidar takes a long time to make the child feel better, and it

is more expensive.

Q:  What do Panadol, Malariaquine, and Fansidar do for a sick
child?

A:  Panadol reduces temperature, Malariaquine treats ordinary
malaria, and Fansidar treats abrupt malaria.

No (I have never used Fansidar).  I usually give CQ and Amobin
syrup from the chemist.  My friend told me that she used Fansidar
on her child and it stayed some months without falling sick.  I was
also thinking of using it...

I didn’t give chloroquine, as I had Amobin (Amodiaquine).  As for
Fansidar, it is more expensive.  A friend said Fansidar is not good
for small children as it is too strong.

Fansidar is good because it takes longer for the illness to re-occur.
Chloroquine sometimes itches.
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A study in Tanzania showed that caregivers were
quick to recognize when children treated with chloro-
quine failed to improve.  However, when children con-
tinued to be ill after receiving chloroquine, caregivers
frequently reinterpreted the cause of the illness, and
rather than return to a health facility for treatment
with a second-line drug, sought out traditional rem-
edies instead.3   In such a setting, it would be impor-
tant for clinicians to assure patients that alternative
drugs are available should the child fail to improve.
Formative research conducted in neighboring areas
of Zambia and Malawi suggested that many caregivers
modeled their home treatments after the practices of
health workers in the formal sector.4  As a result, home
treatments in Zambia usually included chloroquine,
which was routinely recommended at health facili-
ties.  In contrast, caregivers in Malawi consistently
used sulfadoxine-pyrimethamine for home treatment,
even though it was more expensive than chloroquine,
because that is what health facilities had been recom-
mending for the prior five years.  These findings sug-
gest that implementing a policy change through for-
mal sector channels could influence home treatments
as well, as long as the recommended drugs are made
available in the community as well as the health facil-
ity.

Example 2: v DEVELOPING POLICIES FOR
HOME MANAGEMENT OF
M A L A R I A

Studies of care-seeking universally report that a
tremendous amount of treatment takes place at home.
Some children are treated at home before help is
sought at a health facility; others are treated only at
home.  Since malaria can progress from mild illness
to severe disease or death in as little time as a day or
two, appropriate home care can minimize life-threat-
ening treatment delays.  A study from Togo showed
clearly that home treatments were almost always un-
dertaken on the first day of illness, and the majority
of treatments in the formal sector occurred more than
24 hours later.5  But studies also show that home care
is replete with problems.  Evaluations of drug use at
the household level find that many drugs are used for
inappropriate indications, are administered in incor-
rect doses, and sometimes given in dangerous com-
binations.  Home management guidelines can poten-
tially mitigate this problem.

Some Ministries of Health are reluctant to develop
guidelines for self-care for malaria out of concern that
they signal approval for self-diagnosis and treatment
of a potentially serious illness.  Some fear that actively
promoting home management would encourage in-
appropriate drug use and speed the development of
drug-resistant parasites.  Furthermore, policy makers
may be unsure of the extent to which families are able
and willing to follow such guidelines.

Nonetheless, home care is a reality and will con-
tinue with or without guidelines.  Some means must
be found to improve the quality care in the house-
hold.  Therefore, some countries have developed guide-
lines so that clear messages can be communicated to
improve home care behaviors.

Formative research is an essential first step to help
ensure that guidelines are realistic and address the
critical problems of the region.  The research should
also provide information that will help determine the
best way to communicate and disseminate the guide-
lines to local communities, and identify other support
needed to foster improved practices.  Formative re-
search can find out:

6 What do caregivers do as a first response to

fever?  Why are those treatments selected and
who influences treatment decisions?  Which of
those actions are positive and which are detri-
mental?

6 What is the timing of those treatment actions?

6 What are the common dosing problems?  What

influences families to persist or desist in multi-
dose therapies?

6 How do families define successful treatment?

Unsuccessful treatment?

6 How are decisions made whether to treat at

home or elsewhere? What are the signs that
indicate to families that the child needs attention
from a health provider?  How is severity defined
by caregivers?

6 What is the typical cost of home care, and how

does cost influence home care practices?

6 What are the common barriers to more optimal

home care?
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health provider.  Caregivers often decide to seek treat-
ment outside the home when they see the child’s con-
dition persisting or worsening, and when they have
access to a provider they perceive as able to treat the
condition.  The options for external care depend on
the local health infrastructure, which can include both
public and private, and formal and informal provid-
ers.  In many places families turn to pharmacy em-
ployees, whether formally trained or not, for treatment
advice.  Formative research will identify the types of
local providers available and the perceived benefits
and barriers of each.

Recent findings from Kenya
7
 and Nigeria

8
 dem-

onstrate that interventions to train shop keepers and
medicine sellers can improve the quality of home treat-
ment and reduce some of the drug use practices that
trouble malaria control officials.  Other countries are
attempting to make anti-malarial drugs available
through community health workers, who can readily
distribute medications and monitor doses.  Formative
research focusing on materials development and test-
ing has been used to help program managers produce
locally-appropriate materials indicating dosage instruc-
tions for both vendors and clients.

Example 3: v IMPROVING PATIENT-
PROVIDER INTERACTIONS

Ethnomedical studies focus on community percep-
tions and actions, but need to take into account as-
pects of caregivers’ experience in the health facility
that affect their treatment decisions and behaviors.
Perceived quality of care, whether or not it reflects ac-
tual quality of care, is an important determinant of
health facility utilization.  Once health services are
used, the nature of the interaction between patient
and provider influences willingness and ability to com-
ply with treatment recommendations.

A number of assessment tools are available to
evaluate the quality of health services and capabilities
of clinicians.

9
  It is not the purpose of community re-

search to duplicate those tools or assess clinical skills.
It is, however, important to understand the caregiver’s
perspective of the health facility and to identify those
factors that encourage or discourage the caregiver
being able to proceed with optimal treatment.  Thus,
there may be some overlap as formative research in
the community documents some basic aspects of care
that affect community perceptions and have implica-
tions for the training of providers.

The types of treatments given, the timing of giv-
ing them, and the family decision-making process vary
by setting.  Sometimes traditional remedies are given.
However, in most places, modern pharmaceuticals ap-
pear to be the treatment of choice for childhood fever.
Leftover medications may be tried, or medications
may be purchased based on past experience or ad-
vice from the vendor.  A central issue is getting fami-
lies to administer the correct anti-malarial, in the cor-
rect dose, as soon as illness signs warrant.  Formative
research can find out how families make drug choice
decisions, how they decide how much to give and for
how long, and how they decide whether or not the
treatment is successful.

The other critical issue in home care is the family’s
ability to recognize that it can no longer manage the
illness and the child needs to be seen by a modern

Why do families sometimes prefer
pharmacies to health facilities? 6

In some areas, pharmacies play a large role in the treat-
ment process and to some extent are replacing health fa-
cilities.  Some pharmacy employees diagnose and treat pa-
tients, and even administer injections.  Many do not require
prescriptions for restricted drugs such as antibiotics or
quinine.  Pharmacies and other outlets are often more con-
veniently located than health facilities, and involve no wait
time or consultation fee.  Therefore, they present an attrac-
tive source of care for families.

Q:  Why did you choose to go to the pharmacy?
A:  Because it is near and cheaper. They have quick service and

can even give injections if you want.

Q:  Why did you decide to buy medicine from the chemist and
not take the child to the health center?

A:  The chemist is cheaper and has quick service.  I am a busi-
ness woman and have no time to queue at the health center.
I always go to the chemist whenever my children fall sick.

Q:  What made you go to the chemist and not somewhere else?
A:   The chemist is cheap but [the dispensary] is very expensive.

Simple malaria treatment is not less than 100/= and I did
not have it.

Q:  Is there anything else to make you go to the chemist, apart
from money?

A:   There are no queues at the chemist, and the attention is good
compared to [the dispensary].
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The following is a sampling of the kinds of ques-
tions that social science research can answer about
the community perspective that have implications for
health services:

6 How much confidence does the community have

in the health facility to treat malaria in young
children, especially in comparison with other
treatment options?

6 What characteristics of the health facility and

provider influence caregiver decisions to seek
care there?  What factors contribute to confi-
dence in and satisfaction with care received, and
make it likely the caregiver will return for future
episodes of childhood malaria?

6 What treatments do families typically try before
coming to the health facility, especially those that
a health provider should ask about in order to
assess severity and make appropriate treatment
decisions?

6 How do examination procedures affect percep-

tions of quality of care?

6 What conditions increase the likelihood that a

caregiver will remember how to administer
medications correctly?  What conditions deter
caregiver understanding of correct administra-
tion?

6 What needs to be included in training to make

providers more effective in gaining the trust and
confidence of patients, and in increasing treat-
ment compliance?

Even though medical history taking and exami-
nations are the province of clinicians, caregivers may
interpret and respond to those activities in ways that
will affect their confidence in the health facility.  Some
caregivers feel more confident in the exam if the child
is physically examined or instruments are used.  In
some places, mothers feel that providers do not want
to hear much about the history of the illness, and feel
discouraged from either offering information or ask-
ing questions.  Caregivers may leave the clinic con-
fused about how medications are to be given and
unaware of the importance of completing a multi-dose
regimen.  In these situations, better communication
on the part of dispensing staff and simple visual or
written instructions that families can take home as a
reference can go a long way towards achieving adher-
ence to dosage standards.  Formative research can
identify how communication can be improved and
how to best design family take-home reminders on
dosage.

Families also make judgments about the capabili-
ties of clinicians based on whether or not the child
recovers.  When the child does not respond to treat-
ment, confidence in the provider is eroded.  Espe-
cially in countries where a high degree of resistance
to the front-line drug exists, it is vitally important that
providers clearly communicate signs of treatment fail-
ure, praise the caregiver for bringing back a child who
has not responded, and immediately prescribe the
second-line drug.  Formative research can show if any
of these elements is missing and whether the lack is
deterring families from taking appropriate action in
future cases of treatment failure.

Example 4: v COMMUNICATING WITH
C O M M U N I T Y

Interventions to improve care-seeking will involve
communication with the community.  Often planners
assume that the community knows little or nothing,
and develop communications that start from the be-
ginning rather than from where the community is.

What makes caregivers satisfied with
care at the health facility?10

Q:  Were you happy with the treatment at the clinic?
A:  Yes, because the medicines I was given helped cure my child

and I was told to go back after two days if the child does not
improve.  We go to clinic so that we can be given medicines.

[I was satisfied because...]  my child was examined.  The doctor
looked at the eyes and ears and felt the chest and body.

Q:  Are you happy with the way the clinic operates?
A:  Well, if it is a nice person who attends to you, if you go back

because the child’s condition is not improving, s/he will change
the medication or let you see the doctor.  Whereas others will
shout at you that you are not giving the child the medicine
properly and give you the same medicine again. The other
thing is that they do not examine the child, they just take what
you say and give medication.

They don’t examine child and don’t give enough medicine.

Sometimes your child is ill and you go to the clinic.  But then [...]
you find that the child is getting worse.  When you go back, they
send you back and they just tell you to complete the course [of
CQ].
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Behavioral research should identify key informa-
tion and other support the community needs in order
to improve case management.  In some places, the
main messages may center on the necessity of taking
the child to the health center quickly, while in others
the primary problem may be incomplete courses of
medication.  The research should also help determine
the best way to communicate these messages.  For
example, local and biomedical definitions of the term
“malaria” often differ.  Thus it may be advisable to
talk in terms of specific symptoms instead of illnesses,
to maximize the likelihood that families and clinicians
are talking about the same thing.  Formative research
may also provide guidance on who is a credible source
of information about malaria treatment.  In Zambia,
drug vendors were not considered reliable sources of
information about treatment, since their primary
motive was seen as commercial.  In contrast, drug
vendors in Kenya, especially those working in phar-
macies, were often consulted regarding treatment.
Therefore, strategies that involve drug vendors are
more likely to be successful in Kenya than Zambia.

There are a number of  “channels” for communi-
cating with communities — for example, various com-
munity mobilization activities, mass media (radio or
television), small media (posters, pamphlets), news-
papers, drama, community organizations, and other
person-to-person mechanisms.  All planners want to
use communication resources efficiently, and forma-
tive research provides guidance as to what is available
and potentially effective in the project communities.
Sometimes care must be taken to look not just at what
is available to the community, but to the primary
caregivers — mothers — in particular.  Perhaps house-
holds have radios, but men carry the machines with
them when they leave the house, and women have
little time to listen.  Intervention strategists may wish
to direct messages to men via the radio, by, for ex-
ample, giving them specific information on malaria
treatment, or encouraging them to make the radio
available to mothers at a particular time when women
are home and health programs are being aired.

Formative research can show what information the
community needs in order to improve management
of malaria, as well as the best means of delivering it.
In addition to examining the care-seeking process,
formative research should gather other information
that will equip planners to work and communicate
effectively with the community.  For example:

6 Who are currently or potentially the most

important “actors” in the care-seeking process?
Who influences those actors?

6 What information is most important for them to

have?

6 Who is a credible source of information in the

community’s eyes?

6 What are the best means for conveying that
information?

6 What terminology and illness concepts should be

used?

6 What resources does the community have that

would enable it to more effectively manage
malaria?

Although mothers are the primary caregivers, oth-
ers may influence her decisions.  Fathers may enter
the picture when medications are purchased; grand-
mothers may give advice; pharmacy employees may
recommend medications.  Even where people are dis-
satisfied with the health facility, health providers are
usually viewed as a credible source of information and
are highly influential.  It is usually advisable for pro-
grams to involve community members besides the
mother, and formative research will show who is most
important to bring into the process.

Often programs must work with
groups other than mothers

A study in Ghana reports that before taking the
child for care, a mother must obtain permission
and money from her husband or the head of the
compound, who will often consult with ancestors
through a soothsayer to determine the cause of
illness and appropriate actions to be taken.11   Field
research with these “influentials” can bring them
into the process to help determine the best way
to surmount the problem of delayed treatment.
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The examples just discussed demonstrate the im-
portance of understanding community treatment be-
havior when developing policies and programs to im-
prove case management of childhood malaria.  Deci-
sion makers who are convinced of the role of social
science will want to know how to plan to have forma-
tive behavioral research conducted in their region.
This section provides planners with an idea of what
this kind of research requires in terms of expertise,
time, and money.

Doing this kind of research need not be daunting.
Much can be learned in a short amount of time with a
modest amount of resources.  A pair of researchers
already versed in care-seeking issues for malaria and
experienced in the methodology can produce a solid
base of reliable information after a week or two in
the field.  Less experienced field workers will require
more time so that they can receive training in the
issues, the methodology, recording of data, and analy-
sis.  Research that is focused on a few key questions
can produce important information in a short amount
of time, although more comprehensive studies will
require more time.

Who can do this kind of research?  What
expertise is necessary?
Formative research should be planned and managed
by a principal investigator with expertise in behavioral
field research.  Such a person may have a background
in fields such as anthropology, sociology,
communication, and public health — but the critical
requirement is experience with field methods applied
to public health behaviors.

The principal investigator should collaborate with
project personnel to determine the questions the re-
search is to answer.  Where no prior care-seeking stud-
ies have been carried out, the research should look at
all steps in the process model described in the first
section of this document.  The protocol in the com-
panion Community Case Management of Childhood Ma-
laria: Research protocol and Field Guide specifies top-
ics and research questions and can serve as a guide,
but adaptations will be necessary in order to reflect
the particular emphases of the project and the local

Budget Categories

1 Principal Investigator or research supervisor
fee
per diem

4-5 data collection team members
fee
per diem

1 data manager
1 secretary

1 driver
vehicle/gas

Copying and supplies for training and fieldwork

health infrastructure context.  (See summary of pro-
tocol in the back of this document.)  Where time and
resources are especially limited, the protocol can be
streamlined to focus on a smaller set of the most
important questions.

Sometimes smaller specialized studies on a par-
ticular topic are called for.  Perhaps, for example, a
ministry of health is considering changing its drug
policy and needs timely information about commu-
nity factors that would enter into the decision, such
as negative or positive perceptions of the new drug.
(See prior example, Setting and Implementing Drug
Policy.)  Or possibly providers know that mothers are
not taking children to a referral institution, and they
want to find out what is preventing them from doing
so.  A researcher experienced in field methodologies
can design a study that will address the practical ques-
tions that planners need answered.

How much does it cost?
The cost of the research will also vary, and depends
mainly on how many communities need to be vis-
ited (sampled) and the cost of personnel and trans-
port.  The larger the geographical area and the more
diverse the population, the greater the number of days
required in the field.

What does it take to do behavioral research?
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3)  Fieldwork
The amount of time required for conducting the
fieldwork is highly variable, and depends on a number
of things, including:

6 the nature and scope of the research questions

6 the degree of diversity of the population under

study, which affects sample size

6 the geographical size of the region under study,
and time required to travel from site to site

6 the size and expertise of the team

The number of communities to include in the
sample depends mostly on the amount of diversity in
the population under study.  Each major cultural group
that may have a different care-seeking pattern should
be included.  Thus, the more diverse the population,
the greater the number of communities needed.  Some-
times it is important to take into account other kinds
of variation when determining the sample.  For ex-
ample, if the population is served by different levels of
health facility, it may be important to select sample
communities from each level: dispensary, health cen-
ter, hospital.  Ordinarily, a minimum of six communi-
ties is needed to check for variation and a maximum
of eighteen is manageable.  The Principal Investigator
should work with those familiar with the region to
develop an appropriate sampling plan.

Sometimes a week in the field can shed much light
on a specific question, but sometimes several months
are necessary.  A rule of thumb for executing the pro-
tocol in Community Case Management of Childhood Ma-
laria:  Research protocol and Field Guide is that four to
five field team members can cover one village/com-
munity in two to three days.  On average, the data
collection period for a focused and well organized re-
search project looking at care-seeking patterns is two
to six weeks.

What are the steps in the process and how
long do they take?
There are several steps to the process of planning and
implementing a field study.  Those steps are listed
here to give program managers an idea of what to
plan for.  Time estimates given are for a full care-
seeking study (one investigating all steps in the case
management process) rather than for a specialized
one.

1) Planning the research
Planning involves the technical tasks of defining the
research questions, adapting the protocol, testing
instruments, determining the sampling plan, and
preparing for training.  It also involves recruiting the
research team and making logistical arrangements
for the training and the research.

It is likely to take at least a month to accomplish
these activities, but the amount of time can vary,
depending on many things, including:

6 the amount of experience the principal

investigator has in doing formative research on
care-seeking

6 the extent to which existing instruments need to

be adapted to meet the specific program needs
or context

6 the availability of data collectors

6 the complexity of logistical arrangements (such
as ease or difficulty in arranging transport or
lodging)

2)  Training
The team will need to have basic background
information on malaria transmission, control, and
treatment; and receive training in the methodologies
to be used in the field.  The amount of time necessary
will depend on the degree of experience the team
has in using qualitative approaches.  Even a team
composed of people who have used qualitative
methodologies in other field studies will need about
a week to become familiar with the data collection
and recording instruments.  It is usually helpful to
continue “coaching” the team in field skills even when
they start data collection.
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4)  Analysis and writing summary report of findings
Analysis should be conducted on a daily basis in the
field, and the final analysis should take place with
team members immediately following the field work.
It is a good idea for the team to write a summary
report of findings at the same time, so that findings
can be documented while the information is “fresh”
in their minds.  This also allows program planners to
use the basic results right away, without waiting for a
full detailed report.  Generally, conducting the analysis
and generating the summary of findings takes two to
three weeks.

5)  Final report writing
The final report is the complete and more formal
research report containing a description of the
research design and method, and full documentation
of the findings cited in the summary report.  Ordinarily
this final version is prepared by the principal
investigator.

6)  Dissemination
A final step in the process is dissemination.  Although
not a formal part of the research itself, dissemination

fulfills the purpose of the research: to provide practical
information in a timely manner.  A discussion of results
with ministry officials and other interested parties held
soon after the summary report is drafted gives them
rapid access to the findings.  These sessions can take
place at the district and national level, and can include
WHO, UNICEF, and donor representatives as well.

Where possible, communities involved in the re-
search should be presented with some of the basic
findings and given a chance to discuss them.  This
acknowledges their contribution to the research and
provides a forum for checking whether they feel the
results to be accurate.  The final, more formal report
should be disseminated to researchers who are con-
tinuing to refine their understanding of behavioral is-
sues and work on methodologies for studying them.

*****
Formative behavioral research can be designed to

fit almost any budget and time frame.  Even very mod-
est studies can yield considerable pay-offs by ground-
ing decisions in the reality of the community.
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A companion document entitled “Community Case
Management of Childhood Malaria: Research Protocol
and Field Guide”12 was written for investigators who
will plan and implement a study on community case
management of young children who have fever or
convulsions, key symptoms of malaria.  The protocol
in that document is a set of instruments (modules)
that covers all of the major issues in community case
management.

The main purpose of the research is to understand
treatment-seeking for young children in order to serve
as a basis for planning interventions to improve case
management of febrile illness in the community and
to improve the training of health providers.  The six
modules in the protocol are summarized below.

v COMMUNITY INTRODUCTION MODULE

Purpose:

6 Provide team with an introduction to the village

and gather contextual information relevant to
the research

6 Provide villagers with an introduction to team

6 Find out provider options (both modern and

traditional) and other health resources (e.g.,
sources of medication) the community has; put
community at ease about talking freely about all
provider options, including traditional healers

6 Obtain general information on perceptions of

quality of care at the health facility

6 Gather information on IEC and communication
factors for both women and men

6 Identify households and informal providers to be

interviewed

Method: Group interview and/or social mapping

Sample: A cross-section of community residents

Overview of Protocol
on Community Case Management of Childhood Malaria

v ILLNESS NARRATIVE MODULE

Purpose:

6 Identify treatment-seeking patterns and the

factors that affect treatment decisions

6 Learn how caregivers define the beginning of an
illness, what symptoms make them define a child
as “sick”

6 Find out how caregivers respond to an illness
with fever and/or convulsions

6 Obtain information on knowledge of correct

dosage for anti-malarial and actual dose given

6 Identify what prompts caregivers to seek help

from various providers

6 Determine the amount of time between onset of

danger sign and treatment by a health worker

6 Identify the factors that facilitate or impede

appropriate care-seeking

6 Identify obstacles to act on referrals

6 Obtain some specific further information for the

development of IEC strategies

Method:
Illness narratives eliciting detailed information on
the timing, “content” and sequence of care-seeking,
and factors that bear on decision making

Sample:
Caregivers of children with recent cases of fever
and/or convulsions.
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v TERMINOLOGY AND ILLNESS TAXONOMY
M O D U L E

Purpose:

6 Elicit terminology for fever, convulsion, malaria,

anemia

6 Construct local taxonomy of illnesses involving

fever and/or convulsions

6 Obtain normative information on suitability of
different treatment options and types of
providers for malaria

6 Find out general perceptions of quality of care at
the health center

Method:  Group interview with freelisting and semi-
structured questioning to fill in matrix

Sample:  Principally women, but men may
participate also

v TREATMENT OPTION MODULE

Purpose:

6 Identify the most commonly used treatments—

both traditional and commercial—for fever and
convulsions.

6 Review the availability and affordability of

different treatment options in the study
communities.

6 Determine what factors influence caregivers’

choice of treatment options, and how they
interpret efficacy.

6 Compare treatment options to find out which are

preferred for what conditions or circumstances
and why.

6 Determine whether caregivers, drug vendors, and

health workers know the difference between
anti-pyretics and anti-malarials and how they use
these classes of drugs.

Method:  Open-ended interviews, case vignettes,
pile sorts/ranking with locally-obtained treatment
options

Sample:  2-6 caregivers per group; drug vendors,
chemists, facility- and community-based health
workers

v HEALTH FACILITY MODULE

Purpose: To find out
History of illness and triggers to care-seeking

6 the illness signs or other factors that trigger

caregiver to bring the child to the facility

6 treatments tried and/or providers consulted prior

to this health center visit

6 the amount of time between onset of fever and
clinic visit

Provider response to illness

6 provider’s understanding of the history of the
illness and what caregiver has already done to
treat

6 provider’s advice

6 how provider terminology compares with

caregiver terminology

6 duration of consultation

Client satisfaction and ability to comply

6 caregiver’s ability to understand and recall

advice

6 caregiver’s confidence in diagnosis and
treatment advice

6 other factors which facilitate or hinder treatment

compliance
Treatment compliance (via 2-3 day follow-up with a
subset of caregivers)

6 compliance with medication regime; barriers to
compliance

6 compliance with return visits and referrals;

barriers to compliance

Method:  observation / interview

Sample: caregivers of children under 5 who have
fever/convulsions or perceived malaria
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v COMMUNITY AND INFORMAL PROVIDERS
M O D U L E S

PRIVATE CLINIC / DOCTOR

Purpose: To find out

6 Role of provider in treating illnesses with fever,

especially likely malaria

6 Provider’s treatment/recommendations for

malaria

6 Provider’s treatment/recommendations for
convulsions

6 Provider’s treatment/recommendations for

anemia

Method: semi-structured interview

Sample: small private clinics that serve the area
around the sample village

TRADITIONAL HEALER / CHW

Purpose: To find out

6 Role of provider in treating illnesses with fever,

especially likely malaria

6 Provider’s perception of causes of fever

6 Provider’s treatment/recommendations for fever

6 Role of provider in treating illnesses with

convulsions

6 Provider’s perception of causes of convulsions

6 Provider’s treatment/recommendations for
convulsions

6 Provider’s perception of causes of anemia

6 Provider’s treatment/recommendations for

anemia

Method:  interview

Sample: health providers consulted by the
community who are not based in a facility

PHARMACISTS / DRUG VENDORS

Purpose:  To find out

6 Role of vendor in treating malaria in children

6 Vendor’s advice/recommendations for malaria

treatment

6 If caregivers seek advice from vendor on which

drug to purchase to treat malaria in children

6 If caregivers seek advice from vendor on dosage

to treat malaria in children

6 Amount of dose generally purchased (full vs.

partial)

Method:  Interview / observation

Sample:  pharmacists, shop sellers, market and
street vendors



17

1 Bloland PB, Ettling M (1999).  Making malaria-treatment policy in the face of drug resistance.  Annals of
Tropical Medicine and Parasitology 93(1):5-23.

2 Baume, C . (1998) Care-Seeking for Fever and Convulsions in Bungoma District, Kenya: Implications for Malaria
Programs.  Final Report.  USAID/BASICS Project, Arlington, VA.

3 Hausmann Muela S, Muela Ribera JM, Tanner M (1998).  Fake malaria and hidden parasites–the ambiguity of
malaria.  Anthropology and Medicine 5(1):43-61.

4 Kachur SP, Williams HA, Ziba C, Nalwamba NC, Givah H, Hightower AW, Mphande PC, Sukwa T, Macheso A
(1999). Local perceptions of malaria treatment options in Zambia and Malaëi: a comparative study.  American
Journal of Tropical Medicine and Hygiene, manuscript submitted for review.

5 Deming MS, Gayibor A, Murphy K, Jones TS, Karsa T (1989).  Home treatment of febrile children with antima-
larial drugs in Togo.  Bulletin of the World Health Organization 67(6):695-700.

6 Baume, C . (1998).  Care-Seeking for Fever and Convulsions in Bungoma District, Kenya: Implications for Malaria
Programs.  Final Report.  USAID/BASICS Project, Arlington, VA.

7 Marsh V, Mutemi WM, Muturi J, Haaland A, Watkins V A, Otieno G, Marsh K (1998).  Changing the home
management of fevers by training of rural shopkeepers in Kenya.  Abstract presented at Workshop on People and
Medicines in East Africa.  Mbale, Uganda:  Danish Bilharziasis Laboratory.

8 Oshiname FO, Brieger WR (1992).  Primary care training for patent medicine vendors in rural Nigeria.  Social
Science and Medicine 35(2):1477-1484.

9 See, for example, J. Murray and S. Manoncourt (1998), Using Local Planning to Improve the Quality of Child Care
at Health Facilities available from the USAID-sponsored BASICS Project in Arlington, Virginia.  Guidelines for
IMCI surveys on health services are in the process of being developed by WHO, UNICEF, CDC, USAID and
BASICS.

10 Baume, C. and Macwan’gi, M. (1998).  Care-Seeking for Illnesses with Fever or Convulsions in Zambia.  Final
Report.  USAID/BASICS Project, Arlington, VA.

11 Adongo, Philip and Hudelson, P.  (1995) The Management of malaria in young children in northern Ghana: A
report of a rapid ethnographic study.  WHO Special Programme for Research and Training in Tropical Diseases
(TDR).

12 Available through the Support for Analysis and Research in Africa (SARA) Project:
The SARA Project, AED
1875 Connecticut Ave., NW Suite 900
Washington, DC  20009
saramail@aed.org

NOTES



��������	
�������
�
����

����	����

��
���������
��������

��������	
�����
����������������

Support for Analysis and Research in Africa (SARA) Project

The Academy for Educational Development

USAID, Bureau for Africa, Office of Sustainable Development


